A 60-year-old woman presented with acute pancreatitis complicated by the development of acute pancreatic fluid collection, which later organized into a large peripancreatic pseudocyst ([Fig. 1](#fig1){ref-type="fig"}). This was drained endoscopically with a lumen-apposing metal stent inserted under EUS guidance ([Fig. 2](#fig2){ref-type="fig"}). The patient experienced a gastric perforation after the procedure, possibly resulting from an immature cyst wall, which required surgical repair ([Fig. 3](#fig3){ref-type="fig"}). Two months later, she had a residual gastric fistula along the posterior gastric wall communicating with the pancreatic bed ([Figure 4](#fig4){ref-type="fig"}, [Figure 5](#fig5){ref-type="fig"}, [Figure 6](#fig6){ref-type="fig"}). The opening was too big to be closed with over-the-scope clips. We performed endoscopic suturing, which failed to close the fistula despite the achievement of good mucosal approximation.Figure 1Symptomatic pseudocyst.Figure 2EUS-guided lumen-apposing metal stent.Figure 3CT showing postcystogastrostomy gastric perforation.Figure 4Fistula in the posterior gastric wall communicating with the pancreatic bed.Figure 5Gastric fistula.Figure 6Upper-GI study showing leak.

We then used a technique to treat the fistula with a polyloop, which was anchored to the margins of the fistula with multiple endoclips ([Video 1](#appsec1){ref-type="sec"}, available online at [www.VideoGIE.org](http://www.VideoGIE.org){#intref0010}). The procedure was performed with the patient under general anesthesia, by use of a diagnostic gastroscope with a clear cap fitted at the tip.

First, endoscissors were used to remove fragments of previously placed sutures. The margin of the fistulous tract was then treated with argon plasma coagulation (Erbe effect 2, maximum W 30, flow 0.8l/min) to promote mucosal fibrosis and aid in healing.

A polyloop was then passed orally alongside an upper endoscope, and it was opened in the gastric cavity. We used multiple endoclips (Wilson-Cook Instinct; Cook Medical, Bloomington, Ind, USA) to anchor the polyloop along the margins of the fistula. The first clip was applied to anchor the apex of the polyloop to the healthy mucosa at the most distal margin of the fistulous opening. The base of the polyloop was then carefully maneuvered toward the proximal edge, and multiple endoclips were applied on each side on the outer edge of the argon plasma coagulation marks. Once adequate anchor points were secured, the polyloop was closed slowly and deployed under direct endoscopic visualization. In the final stage, a delivery catheter was used to manipulate the clips to ensure that all clips remained upright and none was caught inverted within the fistulous opening after complete closure ([Fig. 7](#fig7){ref-type="fig"}).Figure 7Gastric fistula after closure.

The patient continued jejunal tube feedings as an outpatient. Two months later, an upper-GI study did not show any leakage of contrast material ([Fig. 8](#fig8){ref-type="fig"}), and healing of the fistula was confirmed endoscopically ([Fig. 9](#fig9){ref-type="fig"}). Residual endoclips were visualized adherent to the site, and the fistulous opening appeared to have closed. The stomach remained insufflated adequately during the procedure. The patient was then slowly advanced to an oral diet without any adverse events.Figure 8Upper-GI study after therapy.Figure 9Follow-up EGD showing healed fistula.
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Video 1Polyloop anchor technique for endoscopic fistula closure.
